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Purpose: This report describes our experience with endovascular repair of aortic and iliac 
anastomotic aneurysms. 
Methods: Between June 1994 and March 1996, 12 noninfected aortic or iliac anastomotic 
aneurysms in 10 patients who had serious comorbid medical conditions that precluded or 
made diificult standard operative repair were tr ated using endovascular grafts. No 
patient in this study had a history of fever, leukocytosis, or computed tomographic 
evidence of a periprosthetic fluid collection that was suggestive of infection of the original 
graft. Endovascular grafts composed of polytetrafluoroethylene a dballoon-expandable 
stents were introduced through a femoral arteriotomy and were placed using over-the- 
wire techniques under C-arm fluoroscopic guidance. 
Results: Endovascular grafts were successfitUy inserted in all patients with aortic or iliac 
anastomotic aneurysms. There were no procedure-related deaths, and complications 
included one postprocedure wound hematoma and one perioperative myocardial infarc- 
tion. Graft patency has been maintained for a mean of 16.1 months, with no computed 
tomographic evidence of aneurysmal enlargement or perigraft leakage. 
Conclusions: Endovascular grafts appear to be a safe and effective technique for excluding 
some noninfected aortoiliac anastomotic aneurysms in high-risk patients and may become 
a treatment option in all patients who have clinically significant lesions. (J Vasc Surg 
1997;26:210-21.) 
Problems associated with anastomotic aneurysms of 
the aorta and iliac arteries were first reported by 
Claytor et al. and continue to pose a serious chal- 
lenge to vascular surgeons. 1 Despite improved surgi- 
cal techniques and the availability of better graft and 
suture materials, enhanced patient survival rates and 
the use of postoperative imaging of patients with 
aortoiliac grafts have resulted in an increase in the 
observed incidence of anastomotic aneurysms, vary- 
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ing from 0.2% to 15%. 2 4 The true incidence would 
be even higher if all grafts were part of  a routine 
surveillance program that used ultrasound or com- 
puted tomographic (CT) scans, s,6 
In addition to the problems associated with de- 
tection, untreated anastomotic aneurysms are prone 
to the same complications as true aneurysms, namely, 
rupture, thrombosis, embolism, and pressure on or 
erosion into adjacent s t ructures .  2,7"10 Fibrinolysis 
and consumption coagulopathy have also been de- 
scribed as potential complications, n,12 Emergency 
surgery for the complications of  anastomotic aneu- 
rysms of  the aorta and iliac arteries can be difficult, 
with poor results and mortality rates ranging from 
67% to 100%. 7-1° Thus early detection and elective 
surgical repair is worthwhile to minimize morbidity 
and mortality rates. Conventional elective repair of 
anastomotic aneurysms i  frequently technically chal- 
lenging, requiring redissection through previous 
scarred operative sites to excise or exclude the af- 
fected portion of the artery and graft. 2,13 Accord- 
ingly, the operative morbidity "and mortality rates 
associated with conventional surgical repairs of  these 
anenrysms are significantly higher than those after 
primary aortoiliac reconstructions. 2,7-1°a3 Moreover, 
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Table I. Clinical characteristics 
Previous 
Patient no. and Previous aortic Years to graft/type 
sex/age (yr) Location Size (cm) Comorbidities surgery  presentation material 
1. M/70 LCIA 4.9 C, Ca Aneurysm 8 B/D 
2. M/58 RIIA 6.5 C, P Aneurysm 9 B/D 
3. M/71 RCIA 3.5 C Aneurysm 8 B/D 
4. M/70 LCIA 3.0 C Aneurysm 12 T /P  
5. M/66 AA 5.0 C, R, P Occlusive 9 B/D 
RCIA 9.0 Occlusive 9 B/D 
6. M/67 RCIA 3.0 C Aneurysm 10 B/P 
RIIA 6.0 Aneurysm 10 B/P 
7. M/71 LCIA 4.0 C, P Occlusive 15 B/P 
8. M/70 LCIA 4.0 C, S Aneurysm 11 T /D  
9. M/85 AA 6.5 C, R, P, S Aneurysm 8 T /D  
10. F/83 RCIA 3.0 C, S Aneurysm 1 T /D  
LCIA, Left common iliac artery; RIIA, right internal ilac artery; RCIA, right common iliac artery; AA, abdominal aorta; C, coronary 
artery disease; CA, cancer; P, Pulmonary insufficiency; R, renal failure; S, stroke; T, tube graft; 13, bifurcated graft; D, polysester; P, PTFE. 
some patients with aortoiliac anastomotic aneurysms 
have serious medical and surgical comorbidities that 
preclude or increase the risks of conventional surgical 
repair.2,7-10,13 
To improve the outcome for patients with anas- 
tomotic aneurysms, we used endovascular g afts for 
the treatment of these lesions. These devices are 
composed of prosthetic grafts and anchoring stents 
that are placed endoluminally from a remote access 
site, avoiding the need for a large incision, direct 
exposure, and redissection through a scarred reop- 
erative field. Endovascular grafts have been success- 
fully used to treat infrarenal aortic aneurysms, tho- 
racic aortic aneurysms, iliac artery aneurysms, 
popliteal artery aneurysms, occlusive vascular disease, 
and vascular trauma. 14-20 This is the first report of the 
use of endovascular g afts to treat a series of aortic 
and iliac anastomotic aneurysms. 
MATERIALS AND METHODS 
Patients. Ten patients (nine men; one woman) 
with a total of 12 isolated or combined aortic or iliac 
anastomotic aneurysms were treated at Montefiore 
Medical Center between June 1994 and March 1996 
(Table I). The patients' mean age was 71 years 
(range, 58 to 85 years). MI 10 patients had severe 
coronary artery disease and clinical evidence of prior 
myocardial infarction with reduced ejection frac- 
tions; five (50%) had severe chronic obstructive pul- 
monary disease; all 10 were treated for hypertension; 
and two (20%) had end-stage renal disease that re- 
quired chronic maintenance hemodialysis. One pa- 
tient had undergone a previous colon resection for 
cancer. M1 patients were considered to have a high 
perioperative risk for standard open surgical repair of 
their lesions. 21 
This study was approved by our Institutional Rc- 
view Board, and informed consent was obtained 
from each patient. 
Twelve anastomotic aneurysms (two aortic, eight 
common iliac, and two internal iliac) were treated 
with endovascular grafts (Table I). Eight patients 
had undergone previous aortic surgery for aneurysm 
disease, and two had undergone surgery for occlusivc 
disease. Eight patients had isolated anastomotic an- 
eurysms, and two had multiple aneurysms. Seven 
patients had polyester grafts, and three had polytet- 
rafluoroethylene (PTFE) grafts. Four patients with 
isolated infrarenal aortic aneurysms had aortic tube 
grafts, whereas bifurcated grafts had been used in the 
remaining six. The aneurysms ranged in diameter 
from 3.0 to 9.0 cm (mean, 4.9 cm). The time interval 
from the initial operation to diagnosis of the subse- 
quent aneurysm formation was 1 year to 15 years 
(mean, 9 years). Five patients were asymptomatic, 
and their lesions were discovered incidentally; three 
ancurysms were d tected by a CT scan performed for 
unrelated pathologic features, and two were detected 
as a pulsating mass on digital rectal examination. The 
remaining five patients ought medical attention for 
chronic abdominal or flank pain. No patient in this 
study had a history of fever, leukocytosis, or CT 
evidence of a periprosthetic fluid collection or in- 
flammation suggestive of graft infection. No anasto- 
motic aneurysm showed evidence of free rupture. 
Endovascular graft device. The endovascular 
grafts used in this study were composed of 6 mm 
thin-walled PTFE grafts (W.L. Gore and Associates, 
Flagstaff, Ariz.; and IMPRA, Inc., Tempe, Ariz.) for 
the iliac anastomotic ancurysms, and 8 mm diameter 
PTFE grafts with the proximal end prcdilated to 
accommodate he size of the aortic anastomotic an- 
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Fig. 1. Top, Aortoiliac endovascular graft consisting of an 8 mm PTFE graft predilated at its 
proximal aortic end to accommodate he aortic diameter. Middle, Iliac endovascular g aft 
constructed from balloon-expandable st nt (S) and 6 mm PTFE graft (G). Bottom, Occluding 
stent comprised of Palmaz stent sutured to 6 mm PTFE graft. Distal end of this graft protrudes 
like a "wind sock" (solid arrow). Purse-string suture is applied to occlude the end of the graft 
(open arrow). 
eurysms. Before predilatation, the proximal half of 
the graft was devoid of its outer wrap so that the 
proximal 8 cm could be dilated to match the size of 
the aorta, ls,]8 Each graft was sutured to a Palmaz 
balloon-expandable stent (Johnson & Johnson In- 
terventional Systems, Warren, N.J.) with one half of 
the stent covered by the overlying graft (Fig. 1). 
When a second anchoring distal stent was inserted, 
radiopaque markers that consisted of 0.010-inch di- 
ameter gold wire were placed at the caudal end of 
each endovascular graft to guide precise alignment. 
The endovascular graft was then coaxially mounted 
onto a balloon angioplasty catheter (XXL, PEMT, 
Blue Max [Meditech Corp., Watertown, Mass.) sized 
to the target artery, ranging from 8 to 10 mm × 4 
cm for the iliac aneurysms and 18 to 25 mm × 4 cm 
for the aortic aneurysms. The graft and balloon cath- 
eter were then packaged within Teflon introducer 
sheaths (United Medical Instruments, Baliston Spa, 
N.Y.) that were each 45 cm long and varied in size 
from 16F to 22F (outer diameter) (Fig. 2). 
Operative technique. All procedures were per- 
formed in the operating room, and the devices were 
inserted through an open femoral arteriotomy access 
site, using over-the-wire techniques under guidance 
by fluoroscopy with digital image. Requirements for 
successful endovascular g aft repair include exclusion 
of the arterial lesion from the circulation, with pres- 
ervation of lower extremity arterial blood flow and 
maintenance of adequate pelvic perfusion. A preop- 
erative CT scan and arteriogram were obtained in all 
cases to define the vascular morphologic haracteris- 
tics of the aneurysm, including precise diameter and 
length measurements. The size, anatomic location, 
and whether the patient had single or multiple aneu- 
rysms guided the method of repair (Fig. 3). Iliac 
anastomotic aneurysms may be caused by dehiscence 
of the anastomotic suture line or they may have an 
intact suture line with dilatation of the adjacent arte- 
rial wall (Fig. 3, A). Aortic anastomotic aneurysms 
that occur at the proximal anastomosis or the distal 
anastomosis and combined aortic and right common 
iliac artery anastomotic aneurysms are shown in Fig. 
3, B. 
Each patient underwent repair of their iliac or 
aortic anastomotic aneurysm using one of three tech- 
niques (Fig. 4). Endovascular repair of an isolated 
iliac aneurysm consisted of stents anchoring the en- 
dovascular graft proximal and distal to the lesion 
(Fig. 4, A). Iliac anastomotic aneurysms that ex- 
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Fig. 2. Top, Endovascular introducer/delivery system composed of endovascular graft (G) 
coaxially mounted on balloon catheter and packaged within introducer sheath that is fashioned 
with lead balloon tip (T) and a proximal hemostatic valve (V). P, pressurization valve. Bottom, 
Inflation of the lead balloon (T) forms a tapered tip (solid arrow) and also creates a closed sheath 
system allowing pressurization of the sheath, which will permit a tradeoff between pushability 
and flexibility of the sheath (open arrow). Reprinted with permission from Marin ML, Veith FJ, 
Sanchez LA, et al. World J Surg 1996;20:679-86. 
tended into the iliac bifurcation or hypogastric artery 
were treated with coil occlusion of the anterior and 
posterior divisions of the hypogastric arteries before 
endovascular g afting to prevent retrograde flow into 
the aneurysm (Fig. 4, B). Coil embolization was 
performed at the time of the diagnostic arteriogram 
before endovascular g aft repair. Access to the vessel 
being coil occluded was obtained pcrcutaneously 
through the contralateral common femoral artery. 
Four to six 3 to 8 mm sized coils (Hilal Embolization 
Microcoil TM, Cook Corp., Bloomington, Ind.) 
were used for the embolization. Alternatively, for 
large anastomotic aneurysms inwhich determination 
of the precise length of the endovascular graft may be 
difficult, length discrepancy of the endovascular graft 
may be avoided by bringing the graft down through 
the femoral arteriotomy site and performing an en- 
doluminal hand-sewn anastomosis, thereby eliminat- 
ing the need for a second, distal fixation stent (Fig. 4, 
/3, inset). 
In patients with aortic or combined aortic and 
lilac aneurysms, cndovascular repair can be accom- 
plished by anchoring the proximal stcnt within the 
native aorta below the renal arteries for a proximal 
aortic anastomotic aneurysm and within the previous 
aortic graft for a distal aortic aneurysm. To prevent 
distal displacement of the balloon during expansion 
of the proximal stent within the aorta, pharmaco- 
logic agents can be given to lower the systolic blood 
pressure to 80 to 100 mm Hg immediately before 
balloon inflation. The endovascular graft is then 
brought hrough the previous aortic graft into the 
common lilac artery. When the hypogastric arteries 
need to be preserved on that side, a distal stent can be 
placed, anchoring the graft in the common iliac ar- 
tery proximal to and sparing the hypogastric arteries. 
Alternatively, the endovascular g aft can be brought 
down through the femoral arteriotomy site and an 
endoluminal hand-sewn anastomosis can be per- 
formed before closure of the arteriotomy (Fig. 4,/3, 
inset). An occlusive stent graft is then placed in the 
contralateral common iliac artery to prevent flow 
back into the aneurysm sac (Fig. 4, C). Vascular flow 
is then restored to the occluded extremit T with a 
femorofemoral bypass graft using the arteriotomies 
on both sides as anastomotic sites (Fig. 4, C). 
Figs. 5, 6, and 7 show the preoperative and post- 
operative studies performed on patients 5, 1, and 7, 
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Fig. 3. A, Iliac false anastomotic aneurysm (F) and tree anastomotic aneurysm (T). B, 
Anastomotic aneurysms that occurred at proximal aortic anastomosis (p), distal anastomosis 
(inset), and right common iliac artery (c). 
respectively, after endovascular repair (as described in 
Tables I and II). 
Fol low-up studies. An intraoperative comple- 
tion arteriogram was obtained in each case to ensure 
complete aneurysm exclusion. A contrast-enhanced 
CT scan was done on all patients within the first 
postoperative week. All patients underwent postop- 
erative color duplex ultrasonographic and contrast 
CT scan evaluations at 3 months, at 6 months, and 
then every 6 months thereafter. 
RESULTS 
Endovascular grafts were successfully inserted in all 
patients with anastomotic aortic or iliac aneurysms 
(Table II). Based on the overall condition of the 
patient at the time of the procedure, either general 
(1), epidural (8), or local (1) anesthesia was selected. 
Intraoperative blood loss ranged from 100 to 1500 
ml (mean, 350 ml). Operative time ranged from 1.0 
to 7.5 hours (mean, 3 hours). There were no proce- 
dure-related eaths. There was one postprocedure 
wound hematoma nd one myocardial infarction 
complicated by recurrent pulmonary edema. No 
acute or late graft thromboses occurred. Graft pa- 
tency has been maintained for 2 to 25 months 
(mean, 16.1 months), with no CT evidence ofaneu- 
rysmal enlargement or perigraft leakage. Three pa- 
tients died at 4, 15, and 25 months from progressive 
heart failure, complications of coronary artery bypass 
surgery, and metastatic olon cancer, respectively. 
Hospital length of  stay ranged from 2 to 30 days 
(mean, 6.5 days). 
DISCUSSION 
Despite the favorable results obtained with aortoiliac 
reconstructions, anastomotic aneurysms are an im- 
portant complication. Inadequate graft surveillance 
and the relatively inaccessible ocation of most anas- 
tomotic aneurysms within the retroperitoneum mal~e 
these lesions difficult to diagnose. Thus the occur- 
rence of these aneurysms may be higher than re- 
ported. 2-6 
The operative management ofanastomotic aneu- 
rysms can be challenging. Standard surgical repair of 
an aortic or iliac anastomotic aneurysm frequently 
involves aneurysm exclusion and bypass grafting 
within a previously dissected operative field. If  anas- 
tomotic dehiscence is involved in the aneurysm, sim- 
ple, direct suture pair is not recommended because 
of the increased risk of recurrence and anastomotic 
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Fig. 4. Techniques A, B, and C used for endovascular repair of aortoiliac anastomotic 
aneurysms ( ee "Operative technique" section). Inset demonstrates endoluminal hand-sewn 
anastomosis through femoral arteriotomy. 
rupture. In those situations in which multiple anasto- 
motic sites are affected, complete replacement of the 
graft is advised. 2,13 Hence the need for direct aortic 
or iliac control and reconstruction i areas scarred 
from previous operative dissection, which frequently 
extends deep into the pelvis, increases the technical 
difficulty, and substantially increases patient morbid- 
ity and mortality rates when compared with primary 
aortoiliac operations. Trciman et al. 7 reported oper- 
ative mortality and morbidity rates of 8% and 36%, 
respectively, in 12 patients who underwent elective 
repair of intact anastomotic false aneurysms of the 
abdominal aorta, iliac arteries, or both. Curl and his 
colleagues s reported a 17% mortality rate in their 
series of 18 patients who underwent elective repair of 
proximal anastomotic ancurysms. Allen et al.9 re- 
ported an overall 73% major postoperative complica- 
tion rate and an operative mortality rate of 21% in 29 
patients who were treated for anastomotic aneurysms 
of the abdominal aorta. Their large series included 
operative deaths in two patients, who had aortoen- 
teric fistulas and concomitant anastomotic aneu- 
rysms. Ernst ~° reported a 19% operative mortality 
rate in 21 patients with seven aortic and 14 iliac 
anastomotic aneurysms. 
An alternative, potentially less-invasive method of 
treating anastomotic aneurysms of the abdominal 
aorta or iliac arteries involves the use ofendovascular 
"stented" grafts. These procedures have been used to 
treat a variety of aneurysms in the thoracic and ab- 
dominal aortas, in the iliac arteries, and in the periph- 
eral circulation? 2-~ Endovascular grafts offer several 
potential advantages over standard treatment. Arte- 
rial repair can be accomplished through a remote 
access site, eliminating the need for direct arterial 
exposure and extensive intraabdominal or retroperi- 
toneal redissection. These grafts may also decrease 
the morbidity and mortality rates associated with 
standard surgical repair by decreasing operative 
blood loss, reducing anesthesia and transfusion re- 
quirements, and possibly limiting the overall physio- 
logic stress associated with extensive rcoperative arte- 
rial surgery. A more rapid postoperative r covery and 
reduced hospital ength of stay may therefore be 
achieved with endovascular repair. These benefits 
have been demonstrated in a small series of aortic 
aneurysms treated with endovascular grafts? ~,~9 In 
addition, this minimally invasive form of treatment 
may be suitable for patients who have prohibitive risk 
factors for conventional therapies. 15,18 
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Fig. 5. A, Arteriogram demonstrates anastomotic aneurysm at proximal anastomosis ofprevi- 
ous aortic graft. B, Contrast-enhanced CT scan shows aortic anastornotic aneurysm with 
leakage of contrast outside previous aortic graft. C, After endovascular repair anastomotic 
aneurysm is completely excluded, with no contrast seen outside ndovascular graft. 
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Fig. 6. Preoperative and postoperative CT scans demonstrate (A1) sigmoid mass (closed 
arrow) and colovesicula fistula as evidenced by air within bladder (open arrow). A2, A 4.9 cm 
aneurysm distal to left limb of previous aortobiiliac graft was also present (closed arrow). A3, 
Postoperative CT scan after endovascular repair demonstrates functional exclusion ofaneurysm, 
with no contrast seen outside endovascular g aft (open arrow). 
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Fig. 6. Preoperatave arteriogram at the time of original aortic procedure 9 years before 
presentation (B1) and preoperative arteriogram just before endovascular repair demonstrates 
enlargement ofleft iliac anastomotic aneurysm (B2). Intraoperative arteriograms before (C1) 
and after (C2) endovascular repair with complete xclusion of aneurysm. Note multiple coils 
used to thrombosc hypogasicric branches (arrow). 
Several potential limitations of endovascular g aft 
repairs exist. Because ndovascular exclusion ofanas- 
tomotic aneurysms of the aorta requires a suitable 
length of normal, proximal infrarenal aortic neck 
bctween 1 and 2 cm, aneurysms that include or 
extend to the renal arteries cannot presently be man- 
aged by endovascular graft repairs because proper 
device fixation in this region would likely require 
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Fig. 7. A1, Preoperative arteriogram shows anastomotic aneurysm at anastomosis of left limb of 
previous aortobiiliac graft with total occlusion of right fimb. A2, Completion arteriogram confirms 
complete isolation of aneurysm from circulation. Left-to-right femorofemoral bypass grafting 
completed reconstruction. B1, Preoperative CT scan demonstrates 4.0 cm anastomofic aneurysm at 
anastomosis of left limb of previous aortobiiliac graft. B2, .After endovascular repair, aneurysm is
completely excluded from circulation, as indicated by contrast confinement toendovascular g aft. 
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Table II. Operative characteristics 
Patient no. Operating Estimated Hospital Graft 
and sex/age time blood loss stay patency 
(yr) Anesthesia (hr) (ml) (days) (mo) 
1. M/70 General 1.5 100 6 25* 
2. M/58 Epidural 2.5 200 3 19 
3. M/71 Epidural 3 300 7 16 
4. M/70 Epidural 2.5 250 2 15 
5. M/66 Epidural 4 400 4 151- 
6. M/67 Epidural 3.5 250 3 13 
7. M/71 Epidural 4 375 3 4~: 
8. M/70 Epidural 1 100 3 2 
9. M/85 Epidural 7.5 1500 32§ 2 
10. F/83 Local 1 100 2 2 
*Died of metastatic colon cancer. 
1-Died of progressive heart failure. 
:~Died of complications ofcoronary artery bypass urgery. 
§Extended hospital stay due to development of postoperative 
myocardial infarction, pulmonary edema, and bacterial pneumonia. 
sacrifice of renal perfusion. This is not a problem in 
patients who are already on dialysis for end-stage 
renal disease with occluded renal arteries on arterio- 
gram, as was the case with two of our patients. 
However, the potential for renal infarction, flank 
pain, and abscess formation is unknown in patients 
with renal failure in which a patent renal artery is 
acutely occluded by the attachment site. 
Another potential limitation of the described 
techniques for endovascular repair of  anastomotic 
aneurysms occurs when such repairs are attempted at 
the site of a proximal end-to-side anastomosis n a 
patient whose original surgery was for aortoiliac oc- 
clusive disease. Retrograde perfusion of the aneu- 
rysm would make this approach ineffective. 
The long-term durability of  dilated PTFE grafts 
is unknown. However, it has been shown in experi- 
mental studies that PTFE grafts can be dilated up to 
a 3:1 ratio, 22 as in our cases of aortic anastomotic 
aneurysms. Moreover, given that these inserted en- 
dovascular grafts were surrounded and supported by 
native vessels or prosthetic grafts, the risk of graft 
expansion, rupture, or both after insertion is insignif- 
icant. 
The cause of many anastomotic aneurysms is 
thought o be infection, and therefore many investi- 
gators advocate routine culture of  the excised seg- 
ment of graft to rule out occult bacterial involve- 
ment. 2s This is not possible with endoluminal 
treatment of these aneurysms. No patient in our 
study had clinical or radiologic evidence suggestive 
of graft infection. However, in the absence of direct 
graft cultures, this problem cannot be fully excluded 
during endovascular repair. Total graft excision, de- 
bridement of all infected tissues, and extraanatomic 
bypass grafting via a clean field are mandated if overt 
infection is present. 
The long-term effectiveness of the use of endo- 
vascular grafts for the treatment of  anastomotic 
aneurysms is not known. Although the ability of  
these devices to functionally exclude these aneu- 
rysms and prevent expansion and acute rupture has 
been demonstrated, long-term follow-up of  anas- 
tomotic aneurysms excluded by endovascular 
means has not been obtained. However, our initial 
results in 12 cases with a mean follow-up of  16.1 
months have not demonstrated evidence of  aneu- 
rysm enlargement. Incomplete aneurysm exclusion 
with the formation of  perigraft channels has not 
been observed with endovascular repair of  these 
aneurysms. Without these channels or "leaks," the 
problems of  continued expansion and rupture after 
endovascular repair Of conventional abdominal 
aortic aneurysms have not occurred, is,is The ab- 
sence ofperigraft leaks after endovascular repair of  
anastomotic aneurysms may be partly related to 
the suitability of the proximal and distal necks of  
these lesions, which are frequently comprised of  
arteries and prosthetic grafts that have long, regu- 
lar, and smooth internal surfaces for stent fixation. 
Moreover, back-bleeding from side branches, such 
as patent lumbar arteries and the inferior mesen- 
teric artery, which may contribute to continued 
pressurization of  an abdominal aortic aneurysm sac 
excluded by endovascular means, is not usually a 
concern  for anastomot ic  aneurysms.18,19 
Finally, microembolization continues to be a se- 
rious and unresolved complication of endovascular 
grafting procedures, particularly for abdominal aortic 
aneurysms) ~,16,18,19 However, we believe that there 
is much less of a risk of embolization with anasto- 
motic aneurysms because the majority of guidewire 
and device manipulations are likely to occur within a 
patent prosthetic graft rather than within diseased 
vessels that contain significant amounts ofintralumi- 
nal thrombus. No patient in the present series had 
this complication. 
CONCLUSION 
Endovascular grafts appear to be a safe and effec- 
tive technique for the treatment of  some nonin- 
fected aortoiliac anastomotic aneurysms in high- 
risk patients. Although endovascular grafts still 
need to be proven effective for conventional ab- 
dominal aortic aneurysm repairs, we believe they 
may be a superior option for treating anastomotic 
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aneurysms of the aorta and lilac arteries, particu- 
larly in patients who have serious medical comor- 
bidities. 
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